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LETTERS TO THE EDITOR
Primary Synovial
Sarcoma of the
Chest Wall
To the Editor:
We read with interest the recent
report by Mukhopadhyay and Aubry1
regarding the recurrent primary synovial
sarcoma of the chest wall. We agree
with their conclusion that this rare neo-
plasm can behave aggressively and
should be considered in the differential
diagnosis of chest masses, especially in
young or middle-aged adults.1 However,
we cannot completely accept their eval-
uation that the synovial sarcoma re-
ported was derived from chest wall. We
also previously experienced a case of
recurrent metastatic synovial sarcoma.
In our patient, the sarcoma recurred only
in visceral and parietal pleura several
times and was surgically resected each
time. Mukhopadhyay and Aubry re-
ported that imaging revealed extensive
pleural masses.1 At autopsy, the tumor
encased the entire left lung in a ring-like
fashion and mimicked the growth pat-
tern of a mesothelioma.1 As the authors
described, most synovial sarcoma oc-
curs in the extremities, and synovial sar-
coma of the thorax is rare.2–4 We would
appreciate hearing from the authors how
they confirmed that the sarcoma origi-
nated from chest wall. We would like to
know what tissue of the chest wall was
the origin of the tumor. Why did the
sarcoma develop only in the thoracic
space? Why did the sarcoma diffusely
involve only intrathoracic organs and
not cause destruction of ribs and the
thoracic cage? Why did it not invade the
chest wall?
Hiroaki Satoh, MD, Gen Ohara, MD,
and Nobuyuki Hizawa, MD
Division of Respiratory Medicine, Institute
of Clinical Medicine, University of
Tsukuba, Tsukuba-city, Ibaraki, Japan
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Response to Primary
Synovial Sarcoma of
the Chest Wall
To the Editor:
We appreciate the interest Drs. Sa-
toh et al. have shown in our recent
article describing a case of recurrent
primary synovial sarcoma of the chest
wall.
The diagnosis of chest wall syno-
vial sarcoma was made based on clini-
cal, radiologic, and pathologic findings,
all of which indicated that the tumor
involved the chest wall. Clinically, the
patient had a palpable mass of the chest
wall. A computed tomographic scan of
the chest showed a chest wall mass and
a lytic lesion of the 7th rib, corroborat-
ing the clinical impression. The surgi-
cally resected specimen, consisting of a
portion of chest wall with ribs, skeletal
muscle, diaphragm, and pericardium,
showed a 19-cm mass located within the
soft tissue of the chest wall, invading
skeletal muscle, the 7th rib, and the
diaphragm. The pericardium was not in-
volved. Biopsies of the pleura per-
formed during the surgery did not show
tumor. Therefore, based on these find-
ings, the tumor was considered primary
to the chest wall rather than the pleura.
As to why the tumor only recurred
only within the thoracic cavity, one can
only speculate. Because the tumor re-
curred within a few weeks of surgery,
one possibility is that tumor seeding of
the pleural space may have taken place
during surgery. Another possibility is
that even though the pleural biopsies
were negative, a non-sampled area of
pleura may have been involved by tu-
mor. Either hypothesis could explain the
growth pattern of the recurrence.
Finally, the authors inquire from
what tissue of the chest wall the tumor
could have originated. The question is
puzzling because synovial sarcoma is a
neoplasm of unknown histogenesis. A
variety of tissues of origin have been
proposed over the years, including syno-
vium, specialized arthrogenous mesen-
chymal tissue, and undifferentiated mes-
enchyme.1 Because this tumor has been
described in a multitude of locations
other than the extremities, including the
parapharyngeal region, abdominal wall,
and heart, it is unlikely that the tissue of
origin is restricted to any single ana-
tomic location.
Sanjay Mukhopadhyay, MD
Marie-Christine Aubry, MD
REFERENCE
1. Folpe AL, Schmidt RA, Chapman D, et al.
Poorly differentiated synovial sarcoma: im-
munohistochemical distinction from primitive
neuroectodermal tumors and high-grade ma-
lignant peripheral nerve sheath tumors. Am
J Surg Pathol 1998;22:673–682.
Address for correspondence: Hiroaki Satoh, MD,
Tennodai 1-1-1, Tsukuba, Japan, 305-8575.
Email: hirosato@md.tsukuba.ac.jp
Disclosure: The authors report no conflict of in-
terest.
Copyright © 2007 by the International Association
for the Study of Lung Cancer
ISSN: 1556-0864/07/0211-1060
Address for correspondence: Marie-Christine Aubry,
MD, Mayo Clinic, 200 First Street, SW, Rochester,
MN 55905. E-mail: aubry.mariechristine@
mayo.edu
Disclosure: The authors report no conflict of interest.
Copyright © 2007 by the International Association
for the Study of Lung Cancer
ISSN: 1556-0864/07/0211-1060
Journal of Thoracic Oncology • Volume 2, Number 11, November 20071060
